Introduction: Sciatic nerve is the largest nerve in the body. It originates from the sacral plexus from L4-S3 roots in the form of two nerve trunks. The Tibial nerve and Common peroneal nerve are encompassed by single epineural sheath and eventually separates. Variations in the level of bifurcation of the sciatic nerve are common and being reported by several authors. The bifurcation into its two major trunks may occur anywhere between the sacral plexus and popliteal space. Significant number of variations in the bifurcation, course, relation and distribution of its branches were encountered in sciatic nerve. These variations may cause nerve compressions under other anatomic structures, resulting in sciatica.
INTRODUCTION
the lumbosacral plexus. It runs from the side of the vertebral column leaves the pelvic cavity through the greater sciatic foramen below the piriformis muscle to enter the gluteal region and descends into the back of Sciatic nerve is the longest and widest nerve in the human body. It is derived from the spinal nerves L4-S3. It contains fibres from both the anterior and posterior divisions of Naveena Swargam, Shabana Sultana. PATTERNS OF SCIATIC NERVE BIFURCATION AND THEIR CLINICAL RELEVANCE.
thigh. Commonly at the apex of popliteal fossa the sciatic nerve bifurcates (85-89%) into Tibial nerve and Common peroneal nerve. Pain caused by a compression or irritation of the sciatic nerve is called sciatica. The sciatica symptoms include nerve pain, numbness, tingling and weakness. It may include inability to walk depending upon the where the pressure of the sciatic nerve occurs. Anatomical variations of the relationship between the sciatic nerve and the piriformis muscle were rare. The present study aimed at describing and analysing the sciatic nerve variation in relativity to the statistical analysis. The knowledge of the variation in the level of bifurcation of the sciatic nerve should be kept in consideration while performing surgical exploration. Clinical significance and some relevant previous studies will be presented in this work. A frequent variation in this regard calls for surgeons attention to avoid error in the treatment.
MATERIALS AND METHODS
30 gluteal regions were dissected in 15 formalin fixed cadavers with no pathology in a period of 3 years irrespective of the sex, during routine dissection for 1 st MBBS students, to reveal variations of sciatic nerve. The Gluteus maximus was reflected to explore the piriformis and the sciatic nerve. Following the proper exposure the location of the sciatic nerve, its exit from the pelvis and the level of its division were all recorded. Normally Sciatic nerve bifurcates at the superior angle of popliteal fossa in 80-90% of individuals. teal fossa. The left lower limb of another cadaver showed that sciatic nerve divided above the ischial spine with the tibial nerve below the prirformis and common peroneal emerged through the piriformis (Figure 2 ). The Sciatic nerve in the right lower limb of same cadaver divided at the level of the popliteal crease.
RESULTS
Variations in sciatic nerve bifurcation were seen in 2 cadavers. Totally 2 lower limbs showed variation in the division of sciatic nerve (Figures 1 & 2) . The right lower limb in one cadaver showed that sciatic nerve divided in the pelvis, common peroneal nerve emerged through the bifid piriformis and tibial nerve below the muscle (Figure 1 ). Sciatic nerve in the left lower limb of same cadaver divided about 50 mm above the popliteal crease but below the superior angle of popli- [7] which is shown in Table 1 .
The data obtained in the present study did not show any statistically significant difference. The relatively small number of limbs studied in the present work which does not allow for statistical comparisons and conclusions between normal and variant relationships between nerve and muscle. The essence of this study was descriptive, in order to obtain more informa-tion on variations of the sciatic nerve anatomy.
CONCLUSION
Anatomical variations in the relationship between the sciatic nerve and the piri-formis muscle do not seem to be solely responsible for the piriformis syndrome. High division of sciatic nerve results in sciatica, nerve injury during deep intramuscular injections in gluteal region, failed sciatic nerve block in anaesthesia and injury during posterior hip operations. The knowledge of anatomical variations in the course of sciatic nerve is having great importance to surgeons, orthopedicians and anaesthetist during sciatic block to improve clinical results.
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